P s Y CHI A TRY in the general hospital has been the subject of considerable discussion in recent years. There is still debate as to the role of a psychiatric unit in a general hospital and its relationship with the mental hospital. Smith (1965) pointed out that there are three types of such units: the large comprehensive type which caters for over 90 per cent of the psychiatric patients in the area; the smaller unit of 30 to 60 beds closely integrated with the nearby mental hospital; and the teaching hospital unit which is usually small and selective.
THE STOBHILL UNIT
The purpose of this paper is to describe a large psychiatric unit in a general hospital. Stobhill General Hospital is a large general hospital on the north side of Glasgow, just within the city boundary. The hospital is associated for teaching purposes with the University of Glasgow. The psychiatric unit evolved from the former observation wards which were established in 1923. These observation wards never held formal or compulsory patients, unlike similarly named wards in England. The unit, which has 158 beds, is housed in 6 wards which are in 3 adjoining buildings, each of 2 storeys. There are no locked wards. There is some segregation of patients in that one ward is reserved for the more disturbed male patients and another ward for the more disturbed female patients. Some such arrangement is necessary unless a unit is intended to cope entirely with only milder illnesses. There is no Day Hospital. Occasionally patients are referred to a Day Hospital elsewhere in Glasgow. Occupational therapy is carried out in the day rooms of the various wards.
The unit has no fixed catchment area but most of the patients are admitted from the northern part of the city of Glasgow and the nearby parts of the adjoining counties. There is in Glasgow a similar unit in the Southern General Hospital with 93 beds and another unit with 36 beds in the Eastern District Hospital. The various mental hospitals in Glasgow and in the adjoining counties have well-defined catchment areas.
Because patients are admitted from a number of local authority areas, after-care, utilising the services of health visitors, has to be arranged through the appropriate medical officer of health. The majority of patients, however, come from the city of Glasgow and the unit has the services on a part-time basis of 2 health visitors with training in psychiatry for patients who live within the city. They work in conjunction with the medical staff and the two social workers.
Patients treated
The total number of patients discharged from the psychiatric unit at StobhilI General Hospital during the year 1965 was 1285, of whom 612 were male and 673 female. There is always a much greater demand for female beds and it is unusual not to have a waiting list for female beds. It is now intended to change the ratio of male to female beds to provide a greater number of female beds.
The age distribution is given in Table I , and this shows only one patient under the age of 15 years. There is an excess of female patients compared with male patients over the age of 65 years. The relatively low percentage of patients over the age of 65 years is due to the fact that the unit is recognised as being essentially a short-stay unit and patients with, e.g. senile dementia, tend to be referred directly to long-stay units. have made a suicide attempt are referred for psychiatric assessment. The close proximity of the psychiatric unit within the same hospital greatly facilitates the transfer of such patients for psychiatric care where this is considered necessary. Table IV gives some estimate of the duration of symptoms. The reliability of this is doubtful especially in patients with e.g. alcoholism, or personality disorder.
The duration of stay of patients is given in Table V . The number of patients who left hospital within one week is high. Of these 50 suffered from alcoholism and 42 were considered to be of psychopathic personality. Within 12 weeks 90 per cent of all patients were discharged from the unit.
It is exceptional for a patient to remain in the unit continuously for more than 12 months.
During the year under consideration one patient was transferred to a mental hospital after a stay of 28 months and another remained in the unit throughout the whole year. This was due to the difficulty in finding accommodation for them in a mental hospital. There were 9 male and 3 female deaths in the year.
Disposal is shown in Table VI . The figure of main interest is that 71 patients were transferred to mental hospitals. Of these 60 were male and 11 female. The diagnosis of the male patients is given in Table VII . Three organic basis. The term affective includes manic-depressive psychosis, neurotic depression and involutional melancholia. The very high number of patients with alcoholism (of whom 224 were male) is a reflection of the extent of this problem in Glasgow and of the lack of effective treatment for alcoholism. It is probable that schizophrenia was overdiagnosed. Many of the patients have subsequently been considered to have been suffering from an atypical depression or a mixed affective state (manic-depressive). This has become apparent through a review of those patients who were started on long-term phenothiazine therapy. The re-appraisal was provoked by the increasing number of reports of serious side-effects from such therapy. The implication is that stringent diagnostic criteria should be fulfilled before the diagnosis of schizophrenia is accepted and long-term treatment with a potentially dangerous drug is embarked on.
Many patients are readmitted who have had previous treatment in the unit or in a mental hospital. The general hospital unit thus deals not merely with the first illness of a patient.
During the year 127 individuals were discharged more than once: 115 were discharged twice, 8 were discharged three times and 4 were discharged four times. Of these 127 individuals 64 suffered from an affective illness and 26 were alcoholics.
The source of admission of each patient is given in Table III . It is of interest that such a large number of patients was transferred from other wards in the hospital. Many of them were admitted following a suicide attempt. It is the policy in the hospital that patients who Frame andIMcInroy male and 2 female patients were transferred back to the mental hospital from which they had been admitted for surgery. This is arranged if the surgeon concerned feels that the patient would be unsuitable for a surgical ward. Of the 60 male patients 18 were transferred on a formal basis. No female patient was transferred formally. This means that 9.8 per cent of male patients and 1.6 per cent of female patients were discharged to a mental hospital. This disparity reflects the difficulty in dealing with disturbed male patients and the greater concern they cause over the possibility of anti-social behaviour. The overall percentage of patients discharged to a mental hospital was 5.5, 1.4 per cent being on a compulsory basis. The 48 patients who were transferred to non-psychiatric inpatient care went to general wards in this hospital or to a neurosurgical unit. The marital status of the patients is given in Table VIII . This shows a much higher number of widowed women as-compared with widowed men. Of the 95 widowed women 63 were diagnosed as suffering from an affective illness whereas 15 of the 30 widowed men suffered from alcoholism.
DISCUSSION
The case for a psychiatric unit in a general hospital has been discussed by Brook (1964) . He states that the Ministry of Health rejects the idea of planning more isolated hospitals because geographical isolation cuts the patient off from social contacts, makes their rehabilitation difficult, discourages them from seeking early help, hinders co-operation with the community health services and makes staff recruitment more precarious. He points out that this has also accentuated the professional isolation of the psychiatrist and that the lack of contact between those working in mental hospitals and those working in teaching hospitals has led to the neglect of psychiatry in the curriculum in the past. He suggests that the general hospital unit would avoid many of these drawbacks. He may be right in thinking that even in this more enlightened era, there is still a slight stigma attached to a mental hospital. This must be considerably less than formerly, but it is true that there is more reluctance on the part of some patients to enter a mental hospital than to be admitted to a general hospital unit. We agree with his statement that special investigations and the treatment of physical illness are easier in a general hospital. We are fortunate in this unit in having ready access, not only to physicians and surgeons, but also to consultants in gynaecology, dermatology, diseases of the eye and diseases of the ear, nose and throat.
This hospital is situated within the city boundary. This enables frequent visiting and thus the patient is able to maintain vital social contacts. In addition the geographical location makes it easy for a patient to arrange The data on the occupation of the patient, or the husband in the case of female patients, were not considered to be accurate enough for a determination of social class. However, most of the patients treated in the unit belong to social classes III, IV and V.
Two psychiatric clinics are held each week in the Out-patient Department of the hospital.
During the year there were 1088 new patients and the total number of out-patient attendances was 3956. In addition some out-patients are seen at the wards. to spend a weekend at home where this is appropriate.
The presence of a psychiatric unit in a general hospital enables the services of a psychiatrist to be available readily in other wards. Where transfer of a patient to a psychiatric unit is indicated, this can certainly be done more readily to another part of the same hospital than to a different hospital.
There have, of course, been many criticisms of the general hospital psychiatric unit. Barton (1963) has suggested that the basic problem in a psychiatric unit in a general hospital is who is to dictate the policy which governs it. He fears that control would pass from the psychiatrist to a lay official. He also wonders if the psychiatric unit would fare badly in the allocation of funds as compared with other units. Jones (1963) has also expressed the view that in the general hospital the psychiatrist has no control over the dayto-day administration of his unit. She considers that consequently the 'special needs' of the psychiatric patient may be overlooked in a hospital organised for general medical purposes. In addition, the nursing hierarchy takes over the direction of the unit's nursing staff and Jones fears that this may alter the orientation of the nursing staff even if -sychiatrically trained. Experience in this unit does not afford any grounds to substantiate these fears. In Scotland most general hospitals are administered by a medical superintendent, a state of affairs which most doctors regard as extremely desirable and would like to see perpetuated. This leaves the medical staff largely free from administrative duties and enables them to devote their time to clinical work. There is, however, no interference in the clinical management of patients. In 1965 the medical staff consisted of 3 consultants, 1 senior registrar, 4 registrars and 3 senior house officers; all were employed whole time in the unit. The nursing staff have had training in psychiatry and there is a departmental charge nurse (male) and a departmental sister for the unit. They are responsible to the matron but there is an adequate degree of autonomy. Whether it would be possible to secure autonomy to this extent in a small unit is uncertain but we agree with Jones that it is certainly essential.
Psychiatry in the General Hospital
In Glasgow at present there are approximately 300 psychiatric beds in general hospital units. The population served is approximately 1.2 million. This appears to be an adequate number of such beds. Cross and Yates (1961) estimated the number of short-stay beds required for a population of 1 million as 340. In Glasgow there are, in addition, short-stay beds in the mental hospitals. Unlike units in the Manchester region, this unit is not a comprehensive department. Silverman (1961) has described such a unit in Blackburn, which admits patients both on an informal and a compulsory basis. Smith (1961) stated that four out of eight psychiatrists in the Manchester region said that they did not need any mental hospital facilities at all. The rest maintained that when their staffing requirements were met, they too would be completely independent. However, this unit could not function effectively without co-operation from the local mental hospitals with which the relationship is good. Hoenig and Hamilton (1965) followed up 120 patients referred to a general hospital psychiatric unit in the Manchester region. After 4 years, none of this sample had been admitted to a mental hospital. However, in the next 4 years, 7 per cent of patients had in fact to be referred to a mental hospital. Smith and McKerracher (1964) in the Saskatoon project treated 90 unselected certified patients in an open general ward. No patient was subsequently transferred to the mental hospital because of becoming too difficult to handle, but 18 patients were transferred because they did not become sufficiently well during their stay in the general hospital to be discharged. Smith and McKerracher maintain that it is possible to treat all types of mentally ill patients in a general hospital and that this is in fact desirable.
The effect of a further increase in the number of general hospital psychiatric units on the mental hospitals is a matter of considerable importance. Clearly it is undesirable that the latter should become institutions for the incurable. In this area the mental hospitals do have a large number of short stay patients despite the activities of the general hospital units. It would certainly seem to be premature to consider the total abolition of the mental hospitals in the immediate future.
In the meantime there is a good case for closer integration between the general hospital unit and the mental hospitals. Smith (1961) has advocated that the medical staff should have responsibilities in both hospitals. However, the solution of this difficult problem is beyond the scope of this paper. SUMMARY A description is given of a large general hospital psychiatric unit. This is not a comprehensive unit in that no compulsory patients are admitted. Data are given on patients discharged from the Unit in 1965. 94.5 per cent of patients were treated to a conclusion, the remainder being transferred to a mental hospital. The majority of psychiatric patients can be treated in a general hospital unit, but without adequate outlet to a mental hospital where long term care is required, or where the patient is too unco-operative to be treated in a general hospital unit such a unit would cease to function effectively.
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